Background: Giant fibrovascular polyps (FVP) are relatively rare benign neoplasm of the upper esophagus and hypopharynx. Without previous history, their diagnosis might be difficult as the endoscopic findings are sometimes misinterpreted.
INTRODUCTION
Benign polypoid formation of the esophagus are relatively rare. This rare occurrence and the diversity of clinical symptoms, which they present, make their diagnosis sometimes very difficult. They can reach silently tremendous size without evoking any symptoms. Usually, the diagnosis can be established at time of their spectacular manifestations, such as regurgitation a fleshy mass into the mouth. Some cases were reported, when giant polyps caused airway obstruction, asphyxia, and sudden death due to the impactation into the larynx and upper respiratory tract. Although the appropriate treatment of such lesions is usually open surgical procedure, in the present report a case is described, in which this enormous size benign esophageal tumor was extirpated successfully by peroral endoscopic surgery. 
CASE REPORT
A 62-year-old man was transferred into the emergency unit of our university 1st Internal Medicine Department. Before the presentation of his disease, he had drunk moderate quantity of beer, he had an acute choking sensation, and suddenly he vomited the previously consumed alcohol mixed with gastric debris and fresh blood clot. At the end of this eructation, he delivered a fleshy mass into his oral cavity. He was not able to reswallow this mass, which was then captured between his left buccal mucosa and his teeth (Fig. 1) .
Previously, he had symptoms of dysphagia, reflux, and substemal and cervical discomfort on swallowing. Three months earlier, he underwent an upper fibreoptic endoscopy in other hospital. Examination showed a deviated esophagus, with superficial mucosal inflammation, the findings were interpreted as a non-specific esophagitis. Anti [3, 4] . The fibrovascular polyps (FVP) develop characteristically in the upper third of the esophagus, in the retrocricoid region, inferior to the crico-pharyngeal muscle. A common sites of origin of these tumors the area of the Laimer's triangle, where the muscular support of the esophageal wall is relatively deficient. Polyps begin as the submucosal thickenings, become later nodular changes and may be elongated by the peristaltic and traction forces of the esophagus during the swallowing process. The peristaltic forces can form the polyps into giant proportions [3] .
Correct diagnosis of FVP are very difficult as most of the patients remain asymptomatics until the polyps reach significant, sometimes enormous dimensions.
Symptoms are less characteristics, the most frequent complaint is dysphagia, while cervical, substernal 200 discomfort, globus sensation are highly related to esophageal obstruction syndrome. Bleeding from the ulceration of the distal tip of the FVP resulted by caustic bums from refluxed gastric contents has also been described [5] .
Regurgitation of the polyps into the pharynx and the oral cavity is frequent, the half of cases manifested by this spectacular manner [4] [5] [6] [7] . This kind of exteriorization of the FVP may be a life-threatening situation, due to a potential cause of sudden laryngeal obstruction, suffocation, and asphyxia. Several cases have been reported, when the regurgitated polyp caused respiratory problems, and some of them could be only resolved by temporary tracheotomy [3] . In our case, the patient captured this regurgitated fleshy mass between his buccal mucosa and teeth. As the stalk of this poly-segmented polyp was relatively thin, and the lesion was too bulky to fall into the larynx, no respiratory distress was observed during the eructation.
Radiographic imaging, as the modified barium swallow images is useful in the evaluation of esophageal polyps. Intraluminal filling defect with regular borders is characteristic of a pedunculated polypoid mass. CT and MRI studies are more helpful to precise these lesions [8] .
Endoscopic evaluation of esophageal lesions is mandatory before the definitive treatment. The squamous epithelium overlying the polyp is identical in appearance and often indistinguishable from the mucosa of normal esophagus. The mobility of the lesion may also error the interpretation of the disease. Overlooking and misdiagnosing an intraluminal polyp with endoscopy occurred very frequently [3] , as it happened in our case also. Prior to the spectacular manifestation of his polyp, our patient underwent a flexible upper gastrointestinal endoscopy.
The definitive treatment for these polyps is surgical excision. External lateral pharyngotomy allows for better visualization of the origin of polyp's stalk, and the suture ligation and excision of the lesion [2, [4] [5] [6] 9, 10] . For those polyps, whose origin of their stalk situated lower than the cricopharyngeus muscle, transthoracic esophagotomy is required [11] . Endoscopic peroral removal has been considered hazardous and dangerous method of polyp ablation with concerns regarding bleeding [12] . Some authors emphasized, that endoscopic removal is only possible in cases of small polyps, while more larger lesions are advocated to toward external surgical approach [1, 4, 12] . In our case, the most reasonable therapeutic strategy was elective endoscopic polypectomy on the basis of precise diagnosis. As the polyp is exteriorized and captured outside, and as we have been already operated a patient earlier with a good result, the approach was obvious, endoscopic oriented peroral resection. The visualization of the operating field with the bivalved adjustable laryngoscope tube was no more limited compared with open surgical procedure and proved exceptionally useful to explore the origin of the stalk in the retrocricoid region. It provided enough space to prevent uncontrolled bleeding, using suture ligation of the stalk before the snare cautery excision.
After one-year of follow-up, our patient is going well, without recurrence of his polyp.
